Furthermore, in a 2001 survey, 24% of 109 new Fellows and Members in their final two years of training stated that they did not intend to perform any obstetric work. 3 The main reasons cited for choosing to avoid obstetric practice were the cost of medical indemnity (25%) and fear of litigation (20%).
An impending crisis in obstetrics owing to a shortage of practitioners has been foreshadowed for many years. 4 Many factors may contribute to the decline in the number of practitioners, including long and unsociable hours, disruption to family life and lack of adequate backup by other practitioners. 3 More recently, the rapidly escalating cost of medical indemnity insurance has become a major precipitating factor. In 1980, indemnity to practise specialist obstetrics and gynaecology could be obtained for $100. In 2001, the base rate for indemnity offered by Australia's largest indemnity provider, United Medical Protection, ranged from $20 970 in the Northern Territory to $54 315 in New South Wales (Richard Wilson, Senior Medical Advisor, United Medical Protection, personal communication).
There is a lack of current data about how Australian obstetricians are coping with their current working conditions. We report here the outcomes of a survey of Australian Fellows of the Royal Australian and New Zealand College of Obstetricians and Gynaecologists (RANZCOG) to determine their reasons for ceasing obstetric practice. As information on litigation and its outcomes is not readily available, we also sought details of specialists' personal experience in this area.
METHODS

1.Methods
A structured questionnaire was posted on 11 July 2001 to 1116 Fellows of the RANZCOG who had an Australian postal address, as obtained from the RANZCOG. The cut-off date for the return of responses was 31 August 2001. The questionnaire asked about demographic information, the extent of obstetric practices, when respondents expected to cease practising (and, if they had ceased practising, when and why they did so). Further information was
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RESULTS
1.Results
Demographic information
Questionnaires were returned by 829 Fellows (a response rate of 74%). Three surveys were excluded for not stating an Australian practice address, leaving a total of 826 surveys from which data could be drawn. Of the respondents, 72% (596/826) were currently practising obstetrics, and 19% (158/817) were women (9 people did not specify their sex). The median number of years since the respondent was first admitted as a Fellow (of any college of obstetricians and gynaecologists) was 17 (5th and 95th percentiles were 2 years and 34 years, respectively).
Ceasing practice
The reported intentions of the respondents suggest that the number practising obstetrics will fall over the next 10 years for both public and private practice (Box 1) and across all age groups, although the proportion intending to cease practising was higher among older respondents (Box 2).
Of the 388 respondents who had already ceased public practice, the median time since ceasing was six years; of the 349 respondents who had already ceased private practice, the median time since ceasing was five years. The reasons given for ceasing public and private practice were, respectively, to specialise in gynaecology (34% and 38%), fear or trauma of litigation (25% and 39%), indemnity insurance cost (20% and 41%), practice cost (10% and 27%), disruption to family (37% and 21%), and long and late hours (37% and 40%) (more than one reason could be given by each respondent).
Medical indemnity insurance
In Australia, in the 12-month period prior to our survey, the median annual insurance premium for those practising obstetrics was $35 515 (taking into account any extra call made by the insurance or indemnity organisation), and varied according to the State or Territory in which they practised (Box 3). Of the 432 respondents who had a public practice, 143 paid their own insurance, 58 were partially subsidised and 231 did not pay for insurance. Of the 477 respondents who had a private practice, 449 paid their own insurance, 14 were partially subsidised and 14 did not pay for insurance.
Threatened or actual litigation
Sixty eight per cent (557/818) of obstetricians were aware of the possibility of litigation against them at some point in their obstetric careers.
Among the 32% (262/815) of respondents who had at some time received documents from a court formally initiating an obstetric claim, there were 401 claims reported (Box 4). The full outcomes were not provided for all claims reported, as some are ongoing.
After receipt of documents formally commencing a court action against them, 46% of respondents had experienced depression and 3% had considered suicide, and 37% stated that it interfered with their work. Seventyseven per cent of respondents currently practising obstetrics indicated that the present state of litigation encourages higher rates of caesarean section. Fortyfive per cent of respondents would like a no-fault publicly funded scheme intro- 
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6 May 2002 427 HEALTHCARE duced to compensate patients for any adverse medical event or condition; a further 17% would approve of a such scheme if limited to obstetric events only. Others would prefer a scheme limited to children with a disability from birth (18%), children with a severe neurological disorder (8%), or children on a cerebral palsy register (4%), and 4% are opposed to introducing any no-fault compensation scheme.
Expert opinion
Of the respondents, 314 (38%) had been asked to supply a written expert opinion in an obstetric case. Thirtythree (11%) of the respondents who had supplied a written opinion had supplied 25 or more opinions and these comprised 71% of the total number of opinions given; 6% of the total number of written opinions supplied by these 33 respondents resulted in testimony given in court. Eleven (33%) of these r e s p o n d e n t s we r e n o t o n t h e RANZCOG's list of approved expert witnesses for obstetric cases and 14 (42%) did not currently practise obstetrics.
DISCUSSION
1.Discussion
The results show an aging obstetric workforce. Nineteen per cent of respondents were women, corresponding with a 19% female Fellowship of the RANZCOG in 2001 (source: RANZCOG database). However, 55% of trainees in 2001 were women (source: RANZCOG database) and their equivalent full-time contribution to the future workforce is likely to be less than that of male trainees. In the years 2000 and 2001, 46 and 49 trainees, respectively, finished their training in obstetrics and gynaecology (source: RANZCOG database). However, given that 24% of all trainees newly elevated to Fellowship say that they do not intend to practise obstetrics at all, 3 this leaves about 35 trainees per year intending to practise obstetrics. If this continues, there will be a shortfall in the number of practitioners available to replace those planning to retire over the next 10 years. If the respondents' predictions of the timing of their withdrawal from obstetrics are correct, then a retirement rate from obstetrics of about 50-60 practitioners per year can be expected over the next 10 years. There is likely to be regional variation, with higher retirement rates in New South Wales, where indemnity costs are highest.
Rates of retirement from obstetrics may rise even further if an increasing workload falls to those still practising obstetrics and if indemnity premiums continue to rise. The private sector may lose practitioners more quickly than the parts of the public sector in which the employer pays for indemnity insurance. However, our survey showed that about 44% of currently practising specialist obstetricians in both sectors proposed to cease practice within five years.
Most obstetricians are self-employed, work in private practice and must pay their own indemnity premiums, but indemnity costs are not uniform. Staff specialists employed by the State health departments generally have their indemnity premiums paid for both public and private patients (Richard Wilson, Senior Medical Advisor, United Medical Protection, personal communication), but clinical academics employed by universities often have to pay their own indemnity costs to conduct private practice. Premiums also vary from State to State. Much 
With such high indemnity premiums and low Medicare schedule fees, the economic difficulties of running a private practice become great. These are especially onerous when commencing practice, taking leave, or reducing workload in later years.
Of great concern is the number of obstetricians who felt depressed or contemplated suicide following initiation of a court action, as well as the extent that potential litigation is influencing their work and decisions to perform caesarean sections.
Most respondents would prefer to work under some type of "no-fault" scheme. Many expressed a preference for a publicly funded compensation scheme for all adverse medical events and conditions, along the lines of the New Zealand government's accident compensation scheme. However, a scheme covering all adverse outcomes might increase the number of claims and, unless compensation was capped, An adverse event or complication of treatment is not necessarily due to negligence, but without some type of legal or peer review this may not be clear to the public. Some type of independent review system is necessary.
Our survey showed that a majority of obstetric opinions are given by a small number of obstetricians, many of whom have retired from active obstetrics and are not acknowledged by their peers through RANZCOG accreditation as qualified to give medicolegal opinion in this area. This is of concern, as it may lead to inappropriate litigation.
The problems facing the Australian obstetric workforce appear to be multifactorial, and multifaceted solutions may need to be considered to avoid a serious crisis in the delivery of Australia's most precious resource -its children. Some initiatives that could be considered are presented in Box 5.
Until possible long-term solutions have been discussed, enacted and given time to influence recruitment to and retirement from obstetric practice, more immediate, radical, costly and pragmatic policies will be necessary. The public sector must prepare to handle a rapidly increasing number of deliveries as private hospitals cease to offer obstetric services. The metropolitan sector must expect to have to service the rural sector with outlying clinics, and there will be increased transfer of pregnant women to city hospitals. It will be necessary to find more obstetricians and possibly allied staff, such as midwives and anaesthetists, from abroad. In the near future, a reduction in the quality and quantity of obstetric services appears almost inevitable.
